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Letters

Race and Poverty Status as a Risk for Overall
Mortality in Community-Dwelling

Middle-aged Adults

Recent data! highlighted the association between income and
longevity in the United States, particularly the increasing dif-
ferences during 2001 through 2014 in life expectancies for
people in the top 5% range of household income compared with
those in the bottom 5%. However, as Woolf and Purnell® note
in their Editorial, these results depend on removing potential
effects of race on mortality, especially the consequences of
segregation, discrimination, and unequal resource distribu-
tion. It is important to know that income and longevity are as-
sociated, but addressing how this association contributes to
health disparities and using this information to formulate pub-
lic policy is impossible without considering the role of race
differences.

Methods | We examined the contributions of sex, race, and so-
cioeconomic differences to overall mortality in the Healthy Ag-
ing in Neighborhoods of Diversity Across the Life Span
(HANDLS) study.® HANDLS recruited 3720 participants based
on a factorial cross of sex, race, 5-year age group, and pov-
erty status (above or below 125% of the US federal poverty
guidelines). Participants self-identified as either African
American (AA) or white. The National Institute of Environ-
mental Health Sciences Institutional Review Board
approved data collection. All participants provided written
informed consent.

Participants were matched to National Death Index data
to obtain death date and primary cause of death from the date
of HANDLS enrollment (August 2004 to March 2009) through
December 31, 2013, providing up to 9 years of follow-up (mean,
6.8 years). We used Cox proportional hazards to estimate haz-
ard ratios (HRs) and 95% confidence intervals and measured
time by age at study entrance and exit. The proportionality as-
sumption was assessed by testing Schoenfeld residuals.*

Results | The majority of HANDLS participants were AA (59%),
female (55%), and above poverty status (59%), with a mean (SD)
enrollment age of 48 (9.3) years (Table). We found a signifi-
cant 3-way interaction among sex, race, and poverty status such
that AA men below poverty status had the lowest overall sur-
vival (Figure). African American men below poverty status had
a 2.66 times higher risk of mortality compared with AA men
living above poverty status (HR, 2.66; 95% CI, 1.82-3.89). White
men below poverty status had approximately the samerisk as
those above (HR, 0.97; 95% CI, 0.53-1.75). Both AA and white
women living below poverty status were at an increased
mortality risk relative to those above poverty status, but the
risk was similar across race (HR, 1.77; 95% CI, 1.15-2.73 and
HR, 1.85; 95% CI, 1.11-3.10, respectively). Cardiovascular dis-
ease was the most prevalent cause of death (97 [30%]), fol-
lowed by cancers (76 [23%]), of which lung cancer (32
deaths) was most common.

Discussion | A 3-way interaction of sex, race, and poverty sta-
tus showed that AA men with household incomes below 125%
of the federal poverty level were at the greatest risk for over-
all mortality. The particular vulnerability of AA men living in
poverty may be attributable to a variety of sources. Educa-
tional attainment, income, labor market participation, and
marital status are important covariates in evaluating life ex-
pectancy gaps between white and AA men. However, even
when these factors are accounted for, a significant gap in life
expectancy between white and AA men persists.> African
American men living in poverty may also engage in health be-
haviors associated with mortality at younger ages. Predictors
of mortality in AA men include socioeconomic status, access
to health care, availability of high-quality care, and social and
environmental conditions.®

African American males are feared and marginalized in
American society. This lifelong ostracism facilitates cascad-
ing negative outcomes in education, employment, and in

Table. Baseline and Mortality Information for the Healthy Aging in Neighborhoods of Diversity Across the Life Span Study

African American White
Parameter Men (n = 998) Women (n = 1200) Men (n = 687) Women (n = 835)
Age at enrollment, No. (%), y
30-34 106 (11) 125 (10) 63 (9) 98 (12)
35-39 133 (13) 142 (12) 91 (13) 95 (11)
40-44 133 (13) 165 (14) 95 (14) 116 (14)
45-49 189 (19) 227 (19) 126 (18) 150 (18)
50-54 180 (18) 194 (16) 116 (17) 141 (17)
55-59 158 (16) 187 (16) 104 (15) 128 (15)
60-64 99 (10) 160 (13) 92 (13) 107 (13)
Poverty status, No. (%)
Below 456 (46) 586 (49) 198 (29) 295 (35)
Above 542 (54) 614 (51) 489 (71) 540 (65)
Mortality information
Deaths, No. (%) 127 (13) 89 (7) 54 (8) 58 (7)
Mortality rate, per 100 000 person-years
Crude 1850 1049 1185 1045
Age standardized 1524 875 1019 1041
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Figure. Survival Curves Based on the Cox Proportional Hazards Model
of Sex, Race, and Poverty Status

1.0
0.8+
o
§=]
§- 0.6 White above poverty status
& Women
= —— Men
= AA above poverty status
; 0.4 | — Women
n — Men
White below poverty status
Women
0.2 |—Men
AA below poverty status
—— Women
—— Men
0 T T T T d
30 40 50 60 70 80
Age,y
No. at risk
White above poverty status
Women 107 111 29
Men 101 98 24
AA above poverty status
Women 131 148 34
Men 121 127 14
White below poverty status
Women 76 57 13
Men 45 43 6
AA below poverty status
Women 167 123 28
Men 118 94 17

AA indicates African American.

interaction with the criminal justice system. The resultant pov-
ertyisa virulent health risk factor for AA men. Our findings at
125% of'the poverty line suggest that revision of poverty thresh-
olds triggering eligibility for federal programs that influence
quality of life, health, and equal opportunity should take into
account premature mortality driven by poverty as a first step
to address the vulnerability of poor AA men.

Alan B. Zonderman, PhD
Nicolle A. Mode, MS
Ngozi Ejiogu, MD
Michele K. Evans, MD

Author Affiliations: Laboratory of Epidemiology and Population Sciences,
Intramural Research Program, National Institute on Aging, Baltimore, Maryland.

Corresponding Author: Alan B. Zonderman, PhD, Laboratory of Epidemiology
and Population Sciences, Intramural Research Program, National Institute on
Aging, 251 Bayview Blvd, Baltimore, MD 21224-2816 (zondermana@mail.nih
.8ov).

Published Online: July 18, 2016. doi:10.1001/jamainternmed.2016.3649.

Author Contributions: Dr Zonderman and Ms Mode had full access to all of the
data in the study and take responsibility for the integrity of the data and the
accuracy of the data analysis.

Study concept and design: All authors.

Acquisition, analysis, or interpretation of data: All authors.

Drafting of the manuscript: Zonderman, Mode, Evans.

Critical revision of the manuscript for important intellectual content: Mode,
Ejiogu, Evans.

Statistical analysis: Zonderman, Mode.

Obtained funding: Zonderman, Evans.

Administrative, technical, or material support: Zonderman, Evans.

jamainternalmedicine.com

Letters

Study supervision: Zonderman, Ejiogu, Evans.
Conflict of Interest Disclosures: None reported.

Funding/Support: The Healthy Aging in Neighborhoods Across the Life Span
study is supported by the Intramural Research Program of the National Institute
on Aging, National Institutes of Health (NIH) (ZIA-AGO00195). Support was also
provided by the National Institute on Minority Health and Health Disparities,
NIH.

Role of the Funder/Sponsor: The funders had no role in the design and
conduct of the study; collection, management, analysis, and interpretation of
the data; preparation, review, or approval of the manuscript; and decision to
submit the manuscript for publication.

1. Chetty R, Stepner M, Abraham S, et al. The association between income and
life expectancy in the United States, 2001-2014. JAMA. 2016;315(16):1750-1766.

2. Woolf SH, Purnell JQ. The good life: working together to promote
opportunity and improve population health and well-being. JAMA. 2016;315
(16):1706-1708.

3. Evans MK, Lepkowski JM, Powe NR, LaVeist T, Kuczmarski MF, Zonderman
AB. Healthy aging in neighborhoods of diversity across the life span (HANDLS):
overcoming barriers to implementing a longitudinal, epidemiologic, urban study
of health, race, and socioeconomic status. Ethn Dis. 2010;20(3):267-275.

4. Grambsch PM, Therneau TM. Proportional hazards tests and diagnostics
based on weighted residuals. Biometrika. 1994;81(3):515-526.

5. Sloan FA, Ayyagari P, Salm M, Grossman D. The longevity gap between black
and white men in the United States at the beginning and end of the 20th
century. Am J Public Health. 2010;100(2):357-363.

6. Thorpe RJ Jr, Wilson-Frederick SM, Bowie JV, et al. Health behaviors and
all-cause mortality in African American men. Am J Mens Health. 2013;7(4)
(suppl):85-18S.

Medical Student Use of Electronic Health Records

to Track Former Patients

Medical students are increasingly using electronic health rec-

ords (EHRs) in training. One educational application of EHRs
involves tracking former pa-

= tients after they have left

one’s direct care.! By provid-

ing longitudinal access to

future clinical data, EHRs allow students to audit their diag-

nostic impressions and observe patient outcomes.?

Despite its potential educational value, to our knowl-
edge, little has been written about tracking former patients,
and its prevalence is unknown. Some medical students track
patients, but this activity is generally extracurricular and it is
unclear why they do it.! Furthermore, tracking former pa-
tients raises ethical questions about the appropriate use of
protected health information.!3

We conducted a survey to estimate the prevalence of track-
ing former patients by medical students at our institution. Sec-
ondary aims were to examine the perceived value of and ethi-
cal concerns associated with such tracking.
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Methods | We surveyed fourth-year medical students at an
academic health center on August 9, 2013. Fourth-year stu-
dents were selected because they had completed 48 weeks of
clinical clerkships in their third year of medical school, giving
them time to establish a pattern of EHR use. The survey was
administered in paper format at a mandatory class at the start
of the academic year. As participation was voluntary and
anonymous, the students did not provide consent. No incen-
tives were offered. Students had received no prior guidance
on tracking patients via the EHR.
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